In patients with a spinal cord lesion below L3 the lateral femoral cutaneous nerve is intact, and the whole lateral aspect of the thigh down to the knee joint is covered with sensory skin that allows the transfer of the extended TFL-flap as a sensory unit.
Few cases are reported where the lateral femoral cutaneous nerve was neurotised by nerve grafting. In doubtful cases, ie in patients with multiple scars in the lateral pelvic regions (such as spina bifida patients with hip correction operations), a preoperative
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angiogram can show a patent lateral circum flex femoral artery (Fig 1) . were covered with muscle or musculocutan eous flaps. The TFL-flap was used 31 times. We review a consecutive series of 19 neurosensory TFL-flaps, including 6 flaps operated by the fourth author in 1980. The age of the patients ranged from 13 to 49 years and about half of them were walking paraplegics who had had a meningomye locele.
Nine flaps were primarily delayed due to problems such as obesity and skeletal deformity. On 14 occasions the TFL-flap was transposed laterally and 3 times me dially. Twice an extended medial island flap with de-epithelialisation was used. Twelve pressure sores were primarily debrided and covered at a second operation by a neurosensory flap.
All living patients were reexamined per sonally by the plastic surgeons. In one patient with a recurrent ischial pressure sore, the lateral circumflex femoral artery could not be shown in the preoperative angiogram. Nevertheless a surgical explora tion was done which unfortunately con firmed the missing main proximal vessel. Therefore this flap could not be raised and the pressure sore had to be covered with a local transposition flap.
Early complications
Wound dehiscence without necrosis was seen once. Three flaps showed a marginal necrosis of less than 1 cm in size. In 2 cases the flap tip was lost (2-3 cm), one of these cases having to be secondarily skin-grafted. Comparing the group of the 10 with delayed flaps with the 9 with non delayed flaps, it is obvious that marginal necroses can be better avoided if there is a delay. The patient who lost his flap-tip in the delay group had already shown an important reduction of blood supply during the delayed procedure.
There were 2 gluteal abscesses 4 and 6 months after the first operation in patients with multiple fistulas; healing was spontan eous, not being influenced by the delayed procedure.
In the 10 patients whose flaps were not delayed, 6 postoperative complications oc curred and in the 9 patients with the delayed procedure only 3 complications were seen.
Late follow up study
One patient died 4 years postoperatively, with the flap healed completely and no signs of recurrence. The remaining 17 flaps could be seen and examined in March 1989. The average time since operation was 69 months, the maximum follow up time 110 months (Fig. 2) .
Sensation. Nine flaps showed normal cutan eous sensation. Four flaps were hypoalgesic in the meningomyelocele patients, but this hypoalgesia was comparable to their former sensitivity in the lateral thigh. Three flaps showed patchy areas of analgesia; in one patient the flap was totally anaesthetic at the last 7 cm. Ten flaps provided perception of the filling state of the rectum due to the vicinity of the end of the TFL-flap to the perineum and rectum. Two patients com plained of marked hyperalgesia in or around the flap.
In 3 patients (in one patient even after 9 years) sensation within the flap was still localised to the lateral thigh. Younger pati ents learned to position their new sensory skin territories correctly in relation to the sitting area within some months but the others needed on average one to 2 years.
Nerve sprouting with extension of the sensitivity outside the TFL-flap could not be shown in any patient.
Recurrence. Two superficial and 2 deep recurrences on the transposed TFL-flap had to be noted, but 3 of these 4 recurrences were in the patient with the anaesthetic end of the flap and the other recurrence was in a patient with a hypalgesic TFL-flap.
Six new deep pressure ulcers in other sites than the covered ones occurred in the same follow up period in the pelvic region. Five of these new pressure sores occurred in the same patients who had already shown local recurrence. One patient with severe schizo phrenia and catatony had one superficial and 2 deep local recurrences on his anaes thetic flap and additionally 2 new pressure sores in other sites than the pelvic region.
Reduced patient compliance is still a main risk factor for skin breakdown or recur rence. 
Discussion and conclusions
The long interval between operation and follow up for all of the patients allows the following conclusions:
1 The extended tensor fasciae latae flap is technically quite demanding.
2 In some patients a two or three stage procedure cannot be avoided. 3 In most of the patients, sitting control and perception of the body scheme was also improved by the new sensation in the sitting area.
As a final conclusion we claim that if ever the neurological situation allows any neuro sensory musculocutaneous flaps, such flaps should be used in paraplegic patients. Re storing protective sensation in decubitus predisposed regions prevents any local re currence.
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